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F 000 [ INITIAL COMMENTS I F 000
! During the annual recertification survey !
conducted on Aprll 9 - 11, 2012, At Overton !
Gounty Nursing Home, complaints #TN00028104 | ;
and #TND0029445 were investigated, No ; !
deficiencies were cited for the complaints under ! i
42 CFR PART 482,13, Requirements for Long | |
Term Care. I
F 2811 483.20(k}(3)(i)- SERVICES PROVIDED MEET F 261
$5=p | PROFESSIONAL STANDARDS
The services provided or arranged by the facility
must reet professional standards of quality,
The order ;
. , d from th ‘
This REQUIREMENT is hot met as evidenced e ;’:;a;';:,a;;;e " ' 4/11/2012
by: .
Based on madical record review, sbservation, order written to d/c
| and intetview the facility failed to obtain a resident #1 from Hospice.
Physiclan's Order to discharge one resident (#1)
from Mosplce and to fallow Physiclan's Orders for Upon evaluation of a
anti-embolism/compression stockings (TED Resident receiving Hospice
hose) for one resident (#10) of twenty-nine services If the Hospice provider
residents reviewad. determines ta discharge the
E The findings Included: resident then the Hospice
| ) nurse receiving the order
Resident #1 was admitted 10 the facillty on March from the physician and the
11, 2011, with diagnoses Ineluding Obstructive facility nurse will sign the
Hydrocephalus, Senile Dementla, Aizheimer's telephone arder tagether
: Disease, Urinary Retention, and Hypertension. to assure that the information
i is correct and both parties
Medical regord review of the Minimum Data Set are aware of the imminent
dated January 15, 2012, revealed the resident discharge and date of discharge
required minimal assistance with declsion T
i making, had no problem with memory, required p .
i fotal assistance with tranafers, and all activities of
i daity living.

" ekl I
A WOWDEWSUPPLIER REPRESENTATIVE'S SIGNATURE TITLE ' [XB) DATE
' in st Sft]2012

un'cy staternont ending with an acterisk (*) denotes a doficloncy which the Institutlen m¢§ b excused from eomacting providing it s detarmined that

de
%‘ sataguards provide sufficiont protection to the patlonts, (Sea instruclions.) Exeapt for nursing totnes, the findings stated abave am disclosakls 90 days

Llowjg the date of survey whather ar nat a ptan of corraction ia provided. For nursing homas, the above findinga and plans of comsction are disclosabls 14
iyaoliowing the date these documents are made avallable to the facllity. If deficloncles are clted, ah spproved plan of cormction is raquisite to contiued
ogrom partieipation,
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] — DWEHG‘{}
} -
F 281 | Continued From page 1 F 281
|
j Observation onh April 9, 2012, at 10:30 al.m.. in the The Hospice Case manager will
| resident's room, revealed the resident sitting in : ice charts of
a...(brand name) chair with leg support straps a”d_'t all Hospice ckta —
around the resident’s thighs, for support. residents on a weekly basis to
maintain that the orders for
ggdica:‘ l'E:ciord\i;eviiaw of a Hospice 5 discharge are present with
certification Visit Note dated January 25, 2012, ; £
revealed, “...cognitive disabllity eontinues with o nurs.?s s|gnaturez, e M
confusion and delusions, but no apparent decline the Hospice nurse an on'e nurse
at this time, No physical decline at time of visit. from the facility. The Regional
Recommend discharge fram Hospice,” Hospice Case Manager
: ill address discharges at the
Medical record reviaw revealed the last Hospice W thi in wﬁch facility
visit was January 25, 2012, MORLAlY fnedrigwLL
members and the facility charge
Interview g.rith the Administrator of the ...(Local) nurses to clarify questions on
t Hospiea Canter on April 9, 2012, by phone, at ischarges, and discharge
] 2:25 a.m., revealed, the resldent had been d|5;:ha B2 B
| discharged from Hospice on February 2, 2012. QLEcESs
} Medical record raview of the Physician'a Orders
| from January 31, 2012, through April 8, 2012, 4/18/2012
| revealed no documentation of a discharge order
} from Hospice. A meeting was held with the
| Interview with Registered Nurse #1, on April 10, tosples Cage 'T'?“égek“ reg";“a'
| 2012, at 8:00 a,m,, in the conference room, TELIREET 2D WOTREL, an
confirmed the facllity had failed to write a facility staff (DON, QA nurse,
Physician Order to discharga the resident from Wound Care Coordinator,
Hospice on February 2, 2012 MDS nurse, SocialWorker,
| Resident #10 was admitted to the faclity on Activity Direstorand
October 29, 2010, with diagnoses including floor charge nurse) to pass the
Cerabrovascular Accident with Rightssided Information to them and to
\giakntra;& Chronic Baci: F’Big, Senile I?Jementia. clarify all physician orders with
steoarthritis, Hypertension, Chronic Obstrugtive ; ;
Pulmonary Diseasa and Ghronic Right Shoulder HoRpicR repiasnts on 41 1/2012.
[ a
JRM GMS-2507(02-80) Pravious Voralons Obaclste Event I} awmp11 Facllity iD: TNG 702 If continuation sheet Page 2 of 19
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I
¥ 281 | Continued From page 2 F 281
'i Pain.
Medical record review of the Physician's Orders
for the month of April 2012, revealed "...Ted
{Anti-embolism/compression) Hose while up Resident # 10
check q (every) shift d/t (due to) BLE (bilateral Does have extra TED
lower extremity) edema (swelling) Start Date: hose in her room so as
l 5reM1,.." one pair becomes
soiled, another can
Onservation of the resident on April 10, 2012, at be applied daily.
1:15 p.m., in the resident's room, revealed the Orders are in the EMAR
resident sitting in a recliner with the faet dangling, system for the licensed
| wearing white ankle soeks, white tennis shoes staff to check these
and not wearing TED Hose. daily. QA nurse will
monitor the EMAR and
Interview with Certified Nursing Assistant (CNA) nurse checking off on the
#1 on April 11, 2012, at B:50 a,m,, atthe Wing 3 TED hose through her
Nurse's station, revealed the resident wore TED quarterly audits of MARS.
Hose "at one time but 1 don't know what The Quarteﬂy QA meet]ng
happened to them. It's been a while since {the will cover the compliance of
resident) has worn them," following physiclan orders
for all residents. Random
i Observation and intarview with Licensed Practical audits by the QA nurse
l Nurse (LPN) #3 on April 11, 2012, at $:05a.m., in and night shift RNs
sitling in a recliner with the feet dangling and not to assist in monitoring
wearing TED Hose. compliance.
Ohservation and intarview with LPN # 3 on Aprll
1 11, 2012, at 9:15 a.m,, in the resident's reom,
confirmed the resident sat in a retliner the
. | majority of the day with the feet dangling and had
i not been weating TED Hose. Continued
interview confirmed the resident's lower legs were
swollen and the Physician's order for TED Hose
i had not been followed.
F 309 483.25 PROVIDE CARE/SERVICES FOR F 309
$8=D f HIGHEST WELL BEING
FORM CMS2567(02-88) Pravious Versions Obndlots Evant ID:4AWMO1T1 Faellity ID: TNG702 I continuation aheat Page 3 of 16
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oD | SUMMARY STATEMENT OF PEFICIENCIES D PROVIDER'S PLAN OF CORREGTION xe)
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j DEFIGIENCY)
F 309 ! Continued From page 3 F 309
Each resident must receive and the faclity must
provic[e the naecessary cara and services to attain
or maintain the highest practicable physies),
mental, and psychosocial well-being, in
| accordance with the comprehensive assessment
————rand-plaryof Tare.
| Resldent #14
receives dialysis
. < : 3x a week. Licensed
] 1’;15 REQUIREMENT is not met as evidenced hursing staff will send
! Bas_ed on medical record review, obaervation, :::hcfh:Teus?;f:?;:wm
| and interview, the facility failed to ensure days for dialysis or
communication between the dialysis center and care from outside providers
me'faciltiy occurred to assure quality cara for two The facility will reqpl:est '
| gs;gigtds (#14 & #27) of twentysnine resident's that any outside provider
i : fill aut the information
| The findings included: So i dntnneale
' ! and any pertinent 4,1912012
Resident 14 was admitted to the facility on Bewte |
March 9, 2012, with diagnoses including End resident 18 out of faclfity
Stage Renal Disease, Vascular Dementia, e
Hypertension, Cerebral Artery Occlusion, Thh‘S om0 Will returnwitly
Diabetes Mellitus, Acute Myagardial Infarction, the resident and go In their
Atrial Fibriliation and Renal Dialysis. | analelil | EGal
If the outside provider does
Medical racard review of resident #14 Care Plan, it send the form upon the
on April 10, 2012, at 2:50 p.m,, revealed the Pesident.s raturn & facility they
resident was scheduled for dialysls on Manday, may fax It back to the facilly.
Wednesday and Friday and the resldent’s family The charge nurse will check on
transported the resident to the dialysis center and |:c:.-tm-n of the resident. (This
back to the facily, Further medical record review oI yiould ok beugeq
revealed no documentation from the facility o for hospitalization because
from the dialysis center regarding the resident's we will receive report from the
| plan of care or current status. Ll
i
DRM CMS-2567(02:98) Pravious Varnionz Obsolols Event 1D; WM 1 Faellity 10 TNET02 if sontinuation sheet Page 4 of 18



DCOS47PMI3501 8652125642 >> s i

201 2 04 = 1?_1,3 "21 P vt Ve TP TIGIVAIN DERVIVES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB N&Q&;iﬂ_w:l.‘
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%2 DATE SURVEY
AND PLAN OF CORRECTIEN IDENTIFIGATION NUMBER: COMPLETED
A BULDING
445019 B, WING 0411112012
NAME QF PROVIDER OR SUPPLIER STREEY ADORESS, CITY, STATE, 2iIP QODE
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A | SUMMARY STATEMENT OF LEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX : (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION 8HOULD BE COMPLETION
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!
1
F 308 { Continued From page 4 F 309
i Interview with Licensed Practical Nurse (LPN) #9,
i on Aprit 10, 2012, at 2:50 p.m,, In the 4 Wing A policy and procedure js
| Nurses Station, revealted the facility did not send In place for the communication
+ information with the resident to the dialysis between providers. An
| center. Further interview confirmed the dialysis in service was held on 4/19/2012
 center did net send information regarding the passing this Info to licensed B
—————fesident'sdialysis status, 1565, or medications staff and transfer aldes to
[ given at the facillty, after the procedure, increase Information sharing a
! Continued interview ravealed "...the dialysls " /19/2012
: center would call us if there were any issues...
! The QA nurse will follow
| Interview with the Director of Nursing (FON) on on tli‘c\inforr:at;g:ianpergo
! Aprit 10, 2012, at 3:20 p.m., in the DON office, have comgpliance and
confirmed the facility did not have a policy contact outside providers
! regarding communication between the facilities as needed. This will be monitored
+ and no written communication was sent to the by the QA nurse and
facility or received back from the dialysis center. the OA meetings for compliance
Continued interview revealed "they (dialysis) '
would call us if there were any issues and
1 normally we do net have any issies”,

1

| Resident #27 was admitted to the facility on

| March 27, 2012, with diagnoses in¢luding End

| Stage Renal Diseasa with Renal Manifestations,
{ Hypertansion, Hyperkalemia, Anemia, Panie

: Disorder and Legal Blindness.

|
| Medical record review on April 11, 2012, revealed
i the resident was scheduled for dialysis on

{ Monday, Wednesday and Friday. Further review
revealed no documentation from the facility or
from the dlalysis center regarding the resident's
plan of care or current status,

Interview on April 11, 2012, at 9:20 a.m,, with
Licensed Practical Nurse (LPN) #10, in the 2
Wing Nurses Station, confirmed the facllity did
. not send information to the faclity with each

IRM CMS-2567(02-89) Pravious Vorslons Oboolele Event 1D; 4WMS1 Faglity 1D: TNG702 If continuation sheat Page 5 of 19
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STATEMENT OF DEFICIENCIES %1) PROVIDER/ISUPPLIER/CLIA
AND PLAN OF QORREATION IRENTIFICATION NUMBER:

445419

(%?) MULTIPLE CONSTRUGTION
A, BUILDING

B. WING

{X2) DATE SURVEY
COMPLETED

04i1172012

NAME OF PROVIDER QR SUPPLIER
OVERTON COUNTY NURSING HOME

STREET ADDRESS, CITY, STATE, ZIP £0DE
18 BILBREY STREET
LIVINGSTON, TN 38570

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST BE PRECERED BY FULL
REGULATORY QR 186 IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF GORRECTION

D o
PREFIX (EACH CORRECTIVE AGTION SHOULD BE cm&éou

TAG CROSS-REFERENGER TO THE APPRGERIATE

DEFICIENGY)

F 323
S8=E

300

|
Continued From page 5

procedura and the dialysls ¢enter did not send
written information, labs, or medications given at
the dialysis facility, back to the facility ragarding
the current dialysis procedure,

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

309

F 323

The factlity must ensure that the resident
environment remains as free of aceident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

| This REQUIREMENT is not met as evidenced
by:

| Based on madical reeppd roview, ohservation,

I and interview, the facility failed to ensuro use of a

| ehair alarm for one resident (#4): failed to ensure

two person assistance and use of a gait bait for

one resident (#£12); and failed to ensure use of

padding to side rails for one resident (#13) of

twenty-nine residents reviewed,

The findings included:

Resident #4 was admitted 1o the facllity on
January 9, 2003, with giagnosis of Recurring
Psychosis-Mild, Coronary Arthrosclerosis
Hypertension, Iron Deficient Anemia, Joint Pain,

{ Chrenic Ischemie Heart Disease, Coronary Artery
| Bypass Graft, Angina Pectoris, and

| Diaphragmatic Hamig,

E Medical record review of the Minimum Data Set
« dated February 16, 2012, revealed the resident

JRM CMS-2687{02-69) Praviaun Veralons Dhzeliatn

Evanl ID:4wWa014 Focliy iD: TNETOZ

if continuation shaat Page 6 of 19
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445419 BVNG 04/11/2012
NAME OF PROVIDER OR SUPPLIER §TREET ADDRESS, CITY, STATE, ZIP GODE
210 BILBREY STREET :
o 0
VERTON CGRUNTY NURSING HOME LIVINGSTON, TN 38570
FaI0 | SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION 5
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED 'g:l g;r}rs APPROPRIATE DATE
i
F 323 | Continued From page & F 323 gl .
 had severely impalred cognition, required a;‘" 5; ] ;’:: :’0‘: bzz "
| supervision for transfers and ambulation, and a Heng o
| history of falls, Char. The oragr Wos
[ clarified and both safety
i Mediral record review of the Fall Risk care plan ttamsin plae.
| dated April 3, 2012, revealed * ,,.Pressura release . ; -
Frepres 2 . 0 The RN that investigates
! chvdiralarmm while up. Move to bed when in bed ... e 4/19/2012
| Medical record review A and write the alarm
: of a Nurse's Note dated Vot
April 1, 2012, at 11:40 a,m, revealed the resident BN 3 ieltates. THaKN
I had been found tying on the floor, on the ke the care plang
| resident's left side, next to the window near the ° gmum t] at the order
i heating unit, and had a skin tear to the upper left and care plan match fn
| forearm. the care that is being
: g perfarmed for the resident,
Observation of the resident on April 10, 2012, at The OA
8:25 a.m., in the resident's room, with Ceriified e AnE S
Nurse Assistant (CNA) #1 revealed the resident on evenings will Incorporate
was sitting up in the ¢hair, the pressure release alarms and care plans in the
| alarm mat was in the bed, not in the chair, CNA audit process to make sure
: #1 confirmed the sensor mat was to be they match. The QA nurse
: transferred to the chair when the resident was in will evaluate the orders
]I the chair. quarterly to assure
: compllance,
| Interview with Registered Nurse (RN) #1 on April
10, 2012, at 9:31 a,m,, In the basement hallway
confirmed the senser alarm mat was to be In the
chair when the resitient was in the chair, and
stated " ...a separate sensor mat would be adead
to the chair because the senser mat was required
‘ when the resident was in the chair,.,".
Resident #12 was admitted to the facility on June
30, 2011, with diagnoses in¢luding Hypertension,
Diabates Mellitus, Chronic Obstructive Pulmonary
Disease, Legally Blind, and Osteoarthritis.
Medical record review of a Fall Rlsk Assessment
ORM CMS-2667{02-59) Provious Varlons Obsoleta Event ID4WMO11 Facility ID; TNB702 if eontinuation shaat Page 7 of 19
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) BATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: COMPLETED
A BUILDING
445419 S e - 041112012
NAME OF PROVIDER OR SUPPLIER SYREET ADPRESS. CITY, STATE, ZIP CODE'
318 BILBREY STREET
OVERTUON COUNTY NURSING HOME LIVINGSTON, TN 38570
x| SUMMARY STATEMENT OF DEFICIENCIES 10 PRQVIDER'S PLAN OF CORREETION e
PREFIX (EACH DEFICIENCY MUST 8 PRECEDED BY FULL PREFIX (BACH CORRECTIVE AGTION SHOULD BE coMBLETION
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENGED TO THE APPROPRIATE DATE
g DEFICIENCY)
F 323 ! Continued From page 7 F 323
| last updated on March 8, 2012, revealed the HES RIS ok
| resident had impaired vision, had a decresse in Hadsh improvemant
lower extremlty strength, had difficulty in rising, incondition yet the
! and was unable to balance while standing, The care plan did pot reflect
+ Fall Risk Assessment revesled the rasident was it comectly and the staff
{ given a falls risk score of twenty, indicating the Lo ST T WG e r
| TEBigent was ot high fisk for falls. physician order. :
: The resident is now a 1
| Medical record review of a Nurses fotes dated Persan assist a3 needed
1 March 28, 2012, revealed ",..res (resident) stood and restorative nursing
up...lost balance...fell o floor...rib paln to right has the resident for
gide..” ambulation.
Upon review of the resident
Medical record review of a Plan of Care last care plans, the DON
reviewed on March 28, 2012, revealed ", risk for and QA nurse will match
falls R/T (related to) balanee disturbances,,.hx the resldent for ADI. changes. If
(history of) falls...iwo persen transfer & (and) these are noted in the MDS
ambulation ¢ {with) galt beit..* {section G, ADI. question)
then Restorative nursing and
Qbservation and intetview qn April 10, 2012, at Therapy will be notified of
8:55 a.um., revealed the Activities Director (AD) the change for evaluation
assisting the resigent with 3 rolling watker back to and treatment as indicated,
| the resident’s room, Continwed observation This will be performed biweekly.
| revealed the AD standing at the foot of the The MD will be contacted with
j resident's bed next to the rolling walker while the changes and orders received
| resident walked unassistad from the foot of the to meet the resident’s needs.
! bed to the Jeft side of the bed and positioned self
i on the bed. Continued interview with the AD Evaluation of this will be
sonfirmed, the resident "usually transfers by Done with the MDS updates
(her/him) self...if not a long distancee...gets arsund And with the QA quarterly
okay." meetings.
Interview with Certified Nursing Assistant (CNA)
#3 on April 10, 2012, at 10:05 a.m., on the Wing
3 hallway, confirmed the resident "usually uses 2
galt beit” with ore persen assistance for transfers
and ambulation,
ORM CMS-2687(D709) Pravipiz Verzions Obdolots Evant [0 AWMD11 Fireily 10 TNGYO2 If contnuation sheot Page B of 18
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445419 B, WiNg 04/11/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
818 BILBREY STREET
OVERTON COUNTY NURSING HOME LIVINGSTON, TN 38570
Mo | SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF GORRECTION 09
PREFIX | (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH BORRECTIVE ACTION SHOULD BE COMALETION
TAG ! REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
| DEFIGIENGY)
|
F 323 Continued From page 8 F 323
| Interview with Registered Nurse (RN) #1 on April
10, 2012, at 9:30 a.m., at the Wing 4 nurses Resident # 13 has
station, confirmed "when an event ocours on a order for sheepskin
unit the staff working at that time are In-serviced, to bed rails. The sheepskin
but other staff and departments receive the is applied to side rails.
information by word of mouth...there is an The nursing staff received
In-service notebook...other departments may not in service on 4/19/2012 on
read it...we need fo do better,” following physician orders
; d devices for safety and
Resident # 13 was admitted to the facility en 2:mf::tlcc:$tht:resldents,
August 18, 2008, with diagnoses including
| Hypothyroidism, Acrtic Valve Disorder, History of
g%re?_lral Vaseular Aceldent (Stroke) with Left
ide Hemiplegia (paralysis), Depression, Mental Th i ;
| Decline, Anxiety, Dementis, History of Agpiration gl e b
:: Pneumonia, and Menlere's Syndrome. monthly basis to check
: " lication of safety devices
» Medical recard review of the Minimum Data Set g ; ;
| (MDS), dated March 14, 2012, revealed the i
i resident had severe impaired cognition with loss oA e N S
of short and long term memory and required tota| o Er:{liine:i:lpﬂ;ieme?it -
assistance with Activities of daily living ( ADLs). canadiiswhifmn bedane
Medical Record review of the Gara plan, dated oHaNinIaclems fa o
March 3, 2012, revealed " ...sheepskin to bedralls complarca. TheiliAks
for safety ... will monitor compliance
at the quarterly QA meetings,
Observation of the resident’s room on April 9,
2012 at 9:20 a.mn., revealed a sheep skin cover
with straps tied t0 the base of the resident's bed,
and the sheepskin lying on the floer.
Observation and interview with Certified Nurse
Aide (CNA) #3 on Aprit 10, 2012, at 1:35 p,m., in
the resident's room, confirmed the sheap skin
| was attached to tha base of the resident's bed
+ and the sheepskin was lying on the floor. Further
{ interview cenfirmed the sheepskin was to be
JRM EMS-2587(02-89) Previous Vorglone Obsolote Event 1D: 4w Facility 10 TNET02 if continuatinn sheoat Page 9 of 18
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| attached to the side rait to prevent bruising.

| Further observation revealed CNA #3 left the

I room without placing the shespskin on the side
i rail, -

Observation and interview with Licensed Practical

Nurse-(LRN)#4-on-Apritt0;7 2012, 3t 136 p.m., in
the retident's room, confirmed the sheep skin
was lying on the floor with the strap attathed to
the base of the resident's bed frame and was to .
be attached to the side rails at afl times.
Continued observation of the rasident’s legs with
LPN #4 revealed "a large hrulse approximately 6
X 7 centimeters” on the top of the resident's left
foot and multiple bruises on the legs and shins "in
various stages of healing ..." LPN #4 confirmed
the resident was prone to frequent bruising due to
"agitation and flailing about" when care was heing
performed,

Interview with LPN #6 on April 11, 2012, at 9:15
a.m,, at the Wing 3 nurses station confirmed
sheepskins were {0 always be on the resident's
side ralls for protection from bruising,

F 431 [ 483.60(b), (d), (e) DRUG RECORDS, F 431
ss=g ; LABEIU/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the servicas of
a licensed pharmagcist who establishes a system
of records of receipt and diaposition of all
controlied drugs in sufficient detall to enable an
accurate reconcillation: and determines that drug
records are in order and that an account of all

1 controlled drugs Is maintained and periodiealy

) racongiled.

| Drugs and biclogicals used in the facility must be
labeled in accordance with currently accepted

JRM CMS-2587(02-80) Pravious Varsions Obzolots Event ID: 4WM011 Fagiitly 1; TNO70Z If continuatien shest Page 10 of 19
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F 431 Continued From page 10 F 431 . |

professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
! applicable.

I famility Triust Store all drugs and biclogisals in

; have access to the keys.
| The faciiity must provide separately locked,

| controlled drugs listed in Schedule II of the
| Comprehensive Drug Abuse Prevention ang

| be readily detected.

i

by:

| Based on observation, review of manufactrer's
: specifications, and interview, the faeility failed to

i provide biologicals used for resident giucose

testing with acceptable expiration dates on four
(Wing 1 Madication Cart, Wing 2 Medieation Cart
1, Wing 3 Women Medication Cart, and Wing 4

, Medication Cart) of six madication carts
| observed.

| "the findings included:
Wing 1 Medication Cart

I

in accordance with State and Fedaral laws, the

locked compartments under proper tempearature
controls, and permit only authorized personnel to

: permanently affixed compartments for storage of

Controf Act of 1976 and other drugs subject to
abuse, except when the facllity uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can

This REQUIREMENT s not met as evidenced

URM CMS.2867(02-09) Pravious Version: Dhaolatn Event (0. 4WMD11

Facility 1D; TNS?02 If continuation sheet Page 11 of 19
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F 431 | Continued From page 11 F 431
Qbservation of the Wing 1 Medication Cart, on
1 April 8§, 2012, at 10:20 a.m,, 4t the Wing 1
i Nursing Station, with Licensed Practical Nurse
! (LPN) #1, revealed one Assure 4 Controt Solution
bex containing cne, 2.5 millititer (mf) bottle of
Level 1 Gluense Testing Solution and one, 2.5 mt ]
betile-of-Levet-2-Glucose TESg Solution. The facllity has
Further observation revealed the bottles were a supervisor over the
opened Without the documentation of an opening supply department.
date on each bottle. The supervisor will |
| supply the glucose | '
! Review of the manufacturer's specifications in the testing solution and 012
| 4 d & - 4’ 12/ 2
| package Insert inside the box of Assure 4 Control date it as she distributes
| Solution revealed, Level 1 and Lavel 2 Glycose it. The supply supervisor
| Testing Solutions are "..,For use...as a quaiity will replace and date
{ contrai check to verify the accuracy of blood these by the manufacturer
« glucose test results..." in diabeties "..,Use the recommendation of
 contral solution within 90 days (3 months) of first every ninety days.
| opening..."
| This will be done on
| Review of the manufacturer's specification on the all facility floors each
} box of the Assure 4 Control Solution revealed, ninety days. The QA
| "wRecord the date the selution was opened on nurse will check these
i the bottle label...Do not use if expiration date has Quarterly with the QA
passed.,.Use within 90 days after first opening,.. Audit and the QA committee
. . will be informed of issues
Intarview with LPN #1 on Aprll 9, 2012, at 10:25 of noncompliance.
am., at the Wing 1 Medication Cart, in the Wing
1 Nurging Station, confirrmad the opened botties
of glucose test solutions for verifying the accuracy
of resident blood glucose test results were not
dated when opened,
Wing 3 Women Medication Gart
| Obsarvation of the Wing 3 W
1 U -
| :-?:trfx r;:_n April 9, 2012, eﬁ 12:30?;,?4;%?{2,?"9
| © g Station, with LPN 4, revealed one
SRm CMS-2567(02-95) Pravisus Vatalons 0
brolole
Evant ID:awhio14 Fagllty 1D: TNG702
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F 431

————verifyimy the ¥Ecuraty of patient blood glucose

Continued From page 12

| Assure 4 Control Solution box containing one, 2.5
i mi bottle of Level 1 Giucose Testing Solution and
i one, 2,5 mi bottle of Level 2 Glucose Testing

: Solution, Further observation revealed the box
was dated as apened on January 1, 2012, and

£ 431

the opened bottles of glucose test solutions for

test resuits were not dated when apened,

Review of the manufacturer's specifications in the
package insert inside the box of

Assure 4 Control Solutlon revealed, Leve) 1 and
Level 2 Glucose Testing Solutiens are ™...For
use...as a quality control check to verify the
accuracy of blood glucose test results,..” In
diabeties "...Use the control solution within S0
days (3 months) of first apening.,.”

Review of the manufacturer's specification on the
box of the Assure 4 Control Solution revealed,
"..Record the date the solution was opened on
the bottle label...Do not use If expiration date has
‘passed...Use within 90 days after first opening...”

Interview with LPN #4, on April 9, 2012, at 12:35
p.m., at the Wing 3 Women Medication Cart, in
the Wing 3 Nursing Station, confirmed the
glucose test solutions for verifying the aceuracy of
resident blood glucose test results were expired
after Aprit 1, 2012, and the bottles ware not dated
when epened.

Wing 4 Medication Cart

Observation of the Wing 4 Medication Cart, on |
April 9, 2012, at 1:15 p.m., at the Wing 4 Nursing
Station, with LPN #7, ravealed one Assura 4

Control Solution box sontaining one, 2.5 ml bettle

SRM CMS-2567(02.99) Previous Vorsiana Qbaclete

Event 1D:4WND1T

Foellity 10; TNGTE2

It continuation sheat Page 13 of 15
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of Level 1 Glucose Testing Solution and one, 2.5
mi bettle of Level 2 Glucoge Testing Solution,
Further observation revealed the bottles were
opened without the documentation of an opening
date on each bottle,

| Review of the.manufacturers-epecifisations imitys

package insert inside the box of

Assure 4 Contral Solution revealed, Lavel 1 and

Level 2 Glucose Testing Solutions are “...For

I use...as a quality control check to verify the
aceuracy of blood glucose test results |.." in

diabetics “...Use the control solution within 90

I days (3 months) of first opening...”

i Review of the manufacturer's specification on the

l box of the Assure 4 Control Solution revealad,

t"...Record the date the solution was opened on

[ the bottle fabel...Do not uss if expiration date has
passed...Use within 90 days after first opening..."

Interview with LPN #7 on April 8, 2012, at 1:20
pum., at the Wing 4 Medication Cart, in the Wing
4 Nursing Station, sonfirmed the opened bottles
of glucose test solutions for verifying the accuracy
 Of resident bload gluease test rasults wera not
| dated when opened.

[ Wing 2 Medication Gart 1

| Observation of the Wing 2 Cart 1 Medication

| Gart, on April 8, 2012, at 2:40 p.m., at the Wing 2
J Nursing Station, with LPN #8, revealed one

| Assure 4 Control Solution box containing one, 2.5
{ mi bottle of Lavel 1 Glucose Teating Selution and
i one, 2,5 mi bottle of Lavel 2 Glucpse Testing

l’ Selution, Fusther observation revealed the hottles
|

were opened without the documentation of an

i
JRM CMS-2567(02-99) Previsus Vossions Obsolate Evant 1D 4Wnn 11 Fachily I TNE7D2 ¥ continuation sheot Pags 14 of 19
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opening date on each bottle.
!

Review of the manufacturer's specifications In the
package insert inside the box of
Assure 4 Contral Solution revesled, Leval 1 and

Level 2 Glucosa Testing Solutions are ™. For
Use...a8 a quallty control check ts verify the
accuracy of bloed glucose test results..." In
diabetics "...Use the control solution within 90
[ days (3 months) of first opening,,,”

|' Review of the manufacturer's specificstion on the
 box of the Assure 4 Control Solution revealed,

| "...Record the date the solution was opaned on

| the bottle [abel.,,Do not uss if expiration data has
| Passed...Use within 90 days after first opening ..."

|

 Interview with LPN #8 on Aprii 8, 2012, at 2:45
i ... at the Wing 2 Medication Cart 1, in the

1 Wing 2 Nursing Station, confirmed the openad

) bottles of glucose test solutions for verifying the
| accuracy of patient blood glucose test results
were not dated when opened.

F 441 | 483,65 INFEGTION CONTROL, PREVENT F 441
38-E | SPREAD, LINENS

[

. The facility must establish and maintain an
Infection Control Frogram designed to provide 3
safe, sanitary and comfortable environment and
to help prevent the development and transmisslon
| of disease and infection. :

(a) Infection Contral Program

The facility must establish an Infection Contral
Program under which it -

(1) Investigates, controls, and pravents infections
in the facility; :
(2) Decides what procedures, such as isolation, ]

JRM CMS-2587(02.00) Praviowus Varzions Obaolats Event ID; 4WM014 Facillty 10: TNET02 i continuation shost Page 15 of 19
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F 441 | Continued From page 15 F 441
should be applled to an individual resident: and
(3) Maintains a racord of incidents and eorrective
actions related to infections—— -
The correct signage has
| (b) Preventing Spread of Infection been ordered and immediate
(1) When the Infoction Conttal Program signage was placed
determines that a resident needs Isolation to on isolation rooms #6, # 23,424
i prevent the spread of infection, the facility must and #25,
 Isolate the resident, The policy was already
{2) The facility must prohibit employees with a in place et the signs
communicable disease or infected skin lesions were removed at some
from direct contact with residents or their food. if point.
direct contacet will transmit the disease. :
(3) The facility must reguire staff to wash their An inservice was given 4/19/2012
hands after each direct resident contact for which On 4/19/2012
hand washing is indicated by accepted to licensed nursing
| professional practice. staff over this topic
and licensed nursing
I {&) Linens is responsible for
Personnel must handie, store, process and placing the correct
transport linens so as to prevent the apread of slgnage when they
infection. receive a physlcian
order to place a
resident on
. isalation.
This REQUIREMENT is not met a5 evidenced
by: _ . The QA nurse will
Based on medical record review, facility policy incorporata observation
review, and interview, the facility falled to ensure for compliance in
appropriate signage was on isolation rooms for the blweekly floor
four (#6, #23, #24, #25) of five isolation rooms QA compliance rounds.
observed and failed to ensure patient items were
separated fmm contarminated items for one (#9) The QA committes
of twanty«nine residents reviewed. will meet quarterly to
‘ _ discuss issuas with
The findings included: compliance on isolation
residants.
Medical record raview revealed resident #6 was
JRM CMS-2507(02-99) Provittr: Varlans Obsolats Evant ID: 4WMO11 Focifity D TNOD2 If zontinnation shest Paga 16 of 18
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Continued Fror page 16

admitted to the facility on March 28, 2012, with
diagnoses to include Chronic Obstruttive
Pulmonary Disease, Hypertension, and Alcohel
Dementia, Continued record review revealed the
| resident had a wound to the Jeft great toe which

441

was cultured as Methicillin Resistant

—StaphilyEnceus Alreus - multi drug resistant
organism (MRSA),

Observation of the resident’s room on April 9,
2012, at 10:30 a.m,, during initial facility tour,
revealed a cart of personal protective equipment
outside the room; biohazard linen and trash

| containers in the roam; but no docr sigh to alert
visitors the resident was on isolatien,

I Medical record review revealed resident #23 was
admitted to the facllity on March 23, 2012, with
diagnoses to include Rectal Prolapse,
Hypertension, Gastroesophageal Reflux Disease,
ang Anemia, Continued medical record review
revegied the resident had MRSA cultured from
sputum,

Observation of the room on April 8, 2012, at
10:40 a.m., during initial facility tour, revealed a
eart of personal protective aguipment sutside the
room; biohazard linen and trash containers in the
room; but no door sign to alert visitors the
resident was on isolation,

Medical record review revealed rasident #24 was
admitted to the facility on July 14, 2008, and
readmitted on March 27, 2009, with diagnoses to
include Afrial Fibrillation, Diabetes Mellitus,
Hyportension, and Leg Ulcer. Continued medical
record review ravealed the resident had MRSA in
the urine.

DRM GMS-2567(02-90) Pravioua Verlons Obzolate ' Event I: 4wWhD14

Faclity 1D: TNSF02

If continuation sheet Fage 17 of 18



' 21/27
DCOS4TPM13501 R652125642 >» rHINIELF:I w{smmz

201 %.- 06 '.1 I—-lzj '»93 |t ) 1T AN DIUVAN DERVIUES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0928-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERIGLIA (M2) MULTIPLE CONSTRUGTION (X3) BATE SURVEY
ANP PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING )
445419 E-1NE 0471412012
NAME OF PROVIDER OR SURPLIER . STREET ADDRESS, GITY, STATE, 2P CODE
318 BILBREY STREET
OVERTON COUNTY NURSING HOME LIVINGSTON, TN 38570
4) I5 SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION
;%E:ll:'u{ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION $HOULD BE couggmn
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRUOSE-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY) J
i
F 441 | Continued From page 17 F 441

| Observation of the resident's raam on April 8,
2011, at 10:50 a.m., during initial faeility tour, -
revealed a cart of personal protective equipment
outside the raom; biohazard linen and trach

containers in the room; but no door sign to alert

visitors e regident was on [solation,

Medical record review revealed resident #25 was
admitted to the facllity on August 21, 2011, with
diagnoses 1o include Parkinson's Disease,
Gastroesophageal Reflux Disease, Chronit
Obstructive Pulmonary Disease, Translent
Ischemic Aftack, and Bipolar Disorder, Continued
record raview revealed the resident had MRSA in
the sputum.

Observation of the resident's room on April 9,
2012, at 10:55 a.m., during initial facllity tour,
revealed a ¢art of personal protective equipment
outside the room; biohazard linen and trash

. containers in the room; but no door sign to alart

| visitors the resident was on Isolation,

Review of the farility polioy entitled |sojation

i Techniques, NP - I - 18, revealed "...Jsolation
signs should be placed on the door of reoms
whera rasidents recejve isolation precautions,
The sign should inform visitors "Do not enter
reom. Report to the Nurses' Station for
instructions...",

Interview on April 10, 2012, at 8:30 a.m., on the
Wing IV Hall, Registered Nurse #1 confirmed
thera were no signs on the residenta’ room doors
to Indicate the residents were on isalation and
visitors needed 10 report to the nurses’ station, |

‘ORM CMS»2587(02-99) Provieus Versions Obsolate Evant ID; 4WM011 Facllity 10; TNOY02 If continuation shast Page 18 of 19
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D PLAN OF CORREGTION IDENTIRGATION NUMBER: PG COMPLETER
445449 i 04/11/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HOME 318 BILBREY STREET
OVERTON COUNTY NURSING | LIVINGSTON, TN 38570
1 SUMMARY STATEMENT OF DEFIGIENGIES I PROVIDER'S PLAN OF CORREGTION o)
KB | teACH DEFICIENGY MUST BE PREGEDED ¥ FULL PREFIX (EACH CORRECTIVE ACTION SHOULDBE | covelanon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T THE APPROPRIATE
DEFICIENCY)
F 441 | Continued From page 18 F 441
Resident #9 was admitted to the facllity on June
23, 2004 and re~admitted to the fachity on The bod
October 27, 2010 with diagnoses including @ body alarm has a
Aleoholic Cirvhesis, Degenerative Dise Disease, bag in place. Velcro bags
Chroni¢ Obstruction Pulmonary Diseass, to attach to rails and wheel
Diabetes, Arthritls, and Chronic Pain. Rejvew of chairs are available on
the Minimurn Data Set dated January 5, 2012 the wound care cart, in
revealed the resident to be moderately cognitively restorative closet and
impalred and required assistance with activities of the QA nurse has
dally living. additional ones in 4. 19/204 2
Observation on Apri] 8, 2012 from.12:55 p.m, until her office.
1:10p.m., in the resident's room, revealed the
resident lying on the bad with a pressyre pad The QA nurse will include
alarm system in place. Qbservation reveald the placement of alarms in her '
alarm cord extending off the pressure pad on the biweekly compliance
bed with the alarm device affixed to the resident's rounds. The QA committee
trash can which was positiened behind the head will address the infecti
of the bed. Continued observation revealed the Nl i
trash can contained several pairs of soiled viny! ollssue in the quarterly
gloves and the clip to the alarm was in contact QA meeting.
with the soifed gloves inside the trash can.
| Interview with Licensed Practieal Nurse #2 an
April 9, 2012 at 1:10 p.m. in the resident's reom
confirmed the alarm was not to be affixed to the
} trash can.
!
|
j
|
|
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